THE JOURNAL 


of the 


South Carolina Medical Association 





Vo_umME XXXII 


October, 1936 


NuMBER 10 





SOME BEDSIDE OBSERVATIONS ON 
THE DYING 
By 
ROY P. FINNEY, M.D., 
Spartanburg, S. C. 


Because life, notwithstanding its tribulations, 
is glamorous, an exciting adventure ; because it 
binds us by ties of love and duty to the things 
of this earth; because permanent obliteration 
of our identities is an unbearable thought, and 
because through lack of intimate experience we 
neither know the anguish that accompanies 
death nor the terrors that lie beyond it, we of 
the human race intensely desire to live as long 
as possible. To accomplish this end we have 
expended a prodigious amount of thought and 
ingenuity. 

Confronted in its beginning by the apparently 
inexorable law of nature that all who live must 
die, our race refused to be bound by it. We 
continued, and still continue to hold the instinc- 
tive hope that some day, and in some way, this 
law might be annuled. Accordingly we began 
at once to lay plans for its downfall. After 
simplifying the problem by dividing ourselves 
into two entities, body and soul, we concentrated 
on the rescue of the latter, considering it the 
most important of the two. Body, we left to 
its fate until a later time. 

Our success in the preservation of our im- 
material selves, our souls, was as brilliant as it 
was easily achieved: soul, we postulated not 
only survives the body but lives forever, being 
immune to all of nature’s destructive forces. 
Having devised this unique premise, we then 
established for its defence an impregnable for- 
tress which we called Religion. Thus by one 
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glorious maneuver we removed personality, our 
most cherished self, beyond the realm of death 
and made it as permanent as God himself. 
Having completed this task 1936 years ago, we 
next turned our attention to the rescue of the 
body. 

We are concerned today with the fate of our 
material selves, our bodies, in whose behalf our 
efforts have so far met with but puny success. 
Body plainly and palpably dies, disintegrates, 
and returns to dust. In two thousand years of 
intensive endeavor we have succeeded in adding 
but ten years to its natural span of life. 

As physicans daily reminded not only of the 
somatic transiency of life, but also of the im- 
potency of our efforts to prolong it, we may well 
ask ourselves the question: is the eternal con- 
test with death worth while? Is the faint hope 
for a large success in some remote century of 
the future sufficient incentive to continued 
labors? Our answer given in terms of mel- 
ancholy experience might well be a negative. 
But to give the answer is not our privilege. We 
are the appointed agents of two billions of peo- 
ple who by. word and deed indicate that they 
desire us to carry on. The love of life, for- 
ever immanent in the breast of man, will not 
despair: it places its destiny in our hands with 
confidence and hope. 

To acquit ourselves honorably in this high 
office we must not only acquire a profound 
knowledge of the processes of life, but also 
(and equally important ) we must try to compre- 
hend the nature and mechanism of its enemy 
death. In the first of these requirements we are 
and have been diligent. The literature of medi- 
cine comprises vast volumes on the structure 
and functions of the living body in both healthy 
and diseased states. Much has also been writ- 
ten concerning the state of the dead body. But 
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scientific studies on the dying body are woefully 
inadequate. It is as if the innate fear of the 
dying, so pronounced among primitive peoples, 
has intimidated the hand of science, and caused 
it to tremble and withdraw. Surely there is 
no better place to try to unravel the mystery of 
death than at the bedside of one who is exper- 
iencing it. Having this conviction and know- 
ing little of practical value about the onset of 
death, I began fifteen years ago to make bedside 
notes on all the deaths I witnessed, which last 
year reached the total of two hundred fifty. 
The observations, opinions, and conclusions 
hereafter expressed are based upon these notes 
and upon a review of the available literature. 


THE NATURE OF DEATH 


The phenomenal progress made by medical 
science has not done away with the mystery 
that enshrouds death. We have a few clues, 
that is all: and they come from the reasearch 
laboratory rather than from the bedside. Crile 
believes he has produced experimental proof 
that life depends on an adaptive difference in 
electrical potential “between the brain and the 
other organs and tissues, especially the liver.” 
Conversely “death is the absence of a difference 
in potential—final equilibrium.” This electrical 
charge, he finds, is on the films of the cells. It 
is created by oxidation, and in turn helps to 
cause oxidation. Further study of his work 
engenders the feeling that this electrical energy, 
which is the equivalent of life, is inherently 
perpetual, and finally disappears only because 
the cellular batteries of the body, through 
chemical changes, become incapable of retain- 
ing it. 

That life is inherently immortal appears to 
have been proven by the famous experiment of 
Alexis Carrel. In this experiment Carrel has 
kept a piece of chicken heart alive and healthy 
for twenty-four years—six times the normal 
life-span of a chicken. At the present time by 
the aid of a special pump devised by Colonel 
Charles Lindbergh he is meeting with success 
in keeping whole organs alive after they have 
been removed from the body. However, not- 
withstanding the implications of this achieve- 
ment, Carrel holds no hope for the final banish- 
ment of death: 

“In the same manner as the body is limited 
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in space, it has temporal frontiers. Since the 
time marked by a clock is recorded within all 
living beings by irreversible changes, the con- 
quest of death is unthinkable.” 

The irreversible changes of which Carrel 
speaks are, he believes, largely of a chemical 
nature. 

By combining the conclusions of Carrel and 
Crile we arrive at this definition of the nature 
of death: Death is complete and permanent 
cessation of vital functions, brought about by 
irreversible clectro-chemical changes in the cells 
of the body. 


THE PROGNOSIS OF DEATH 


A generation ago the older physicians took 
pride in their ability to predict the time of 
death. Many of us have seen a colleague 
dramatically pronounce the patient’s doom while 
relatives and loved ones stood by in sorrowful 
We rarely do it that way 
any more, and in consequence save ourselves 
occasional embarrassment. How many people 
are there now alive who were “given up to die” 
That blessed endowment of all liv- 
ing tissue, the natural tendency to recovery, 
plus an obstinate and combative spirit, has hum- 
bied many a pompous doctor who knew his 
disease but not his patient. Even in the so 
called fatal diseases it is risky to give an un- 
qualified prediction of death, unless it be close 
at hand. I am personally acquainted with two 
victims of pernicious anemia who received such 
a sentence from capable physicians. The bril- 
liant discovery of Minot and Murphy rescued 
them a few months later. . 


and credulous awe. 


years ago? 


To venture a prediction as to the time of 
death is particularly hazardous. | 
the mortifying experience of seeing my patient 
resume breathing and live for ten minutes after 
I had pronounced him dead. 
the deaths I have witnessed, has it been possi- 
ble for me to say on what stroke of the clock 


once had 


Not once, in all 


life took its departure. Death is a gradual 
change, subduing first the vital organs, espe- 
cially the heart and brain. Last to succumb are 
the epidermal structures. The hair and the 
nails not only live but actually continue growth 
for several hours after somatic death. 

Certain signs and symptoms are alleged to be 
dependable forewarners of approaching death, 
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and clinicians have grouped and paired them in 
an attempt to bring exactness to the art of prog- 
nosticating the end. The result is rules and 
aphorisms, most of which, in my hands at least, 
have been unreliable and confusing. For ex- 
ample : 

With a diastolic blood pressure of 130 or 
more the life expectancy does not exceed three 
years. 

Six years ago I found in my practice twenty 
patients whose diastolic pressure exceeded this 
figure. ‘I'welve are now alive, five are dead, the 
status of the other three unknown. I! now have 
three patients whose diastolic pressures have 
constantly been above 130 for ten years. 

Gibson's rule: /n pneumonia when the blood 
pressure falls numerically below the pulse rate 
death is to be expected. 

Having found that the blood pressure falls 
below the pulse rate in most cases of severe 
pneumonia, particularly in young people, I no 
longer pay any attention to their relative posi- 
tions. 


The value of Gibson’s rule is approxi- 


mately the same as that of Deaver’s “fair, fat, 
and forty” saying. 

Pulsus Alternans, gallop rhythm, Cheyne- 
Stokes respiration, loss of sphincter control, 
subsultus tendinum and carphologia, disappear- 
ance of the deep reflexes, disappearance of the 
‘adial pulse, etc., are all of grave import but 
not necessarily indicative of death. In serum 
sickness | once saw the radial pulse absent for 
Recent- 
ly a child ill with scarlet fever had gallop 
rhythm for two days, absence of the radial pulse 
for two hours, but recovered. Who has not 
seen recovery from shock, syncope, hemorrhage, 


six consecutive hours, with recovery. 


and coronary embolism despite the temporary 
disappearance of the pulse? 

Another rule I learned and had to forget: 

In typhoid fever, when the graph of the tem- 
perature coming down crosses the graph of the 
pulse going up, hemorrhage is indicated. 

Hemorrhage, like syncope, invariably slows 
the pulse, not only in typhoid fever but in all 
other conditions in which it is profuse enough 
to depress the blood volume. 

The explanation, I take it, is that in the pres- 
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ence of a low blood volume the heart fills slowly, 
and, for efficiency’s sake, contracts slowly. A 
rapidly contracting heart, would in these cir- 
cumstances propel such a small quantity of 
blood that there would be no pulse at all. Only 
after the blood volume has been restored either 
by dehydration of the tissues or by administra- 
tion of fluids does the pulse increase in rate, and 
this is usually too late to be of diagnostic im- 
portance. 

Seneca’s physician found medatatio mortis, 
the sense of dying, to be an ominous symptom, 
but it is not a dependable one. Ryal and others 
have shown that it is the result of a vascular 
crisis, Which may or may not threaten life. It 
can be ignored, however, only in young people 
and in those of neurotic disposition, for death 
at times does announce its approach to the vic- 
tim. 

Believing that electrocardiographic studies 
might reveal the presence of death before it 
could be seen clinically I had tracings made on 
two moribund individuals. In both instances 
electrocardiographic death and cfnical death 
were almost simultaneous. However Hanson 
and others in a study of twenty-five cases found 
that an average time of five minutes elapsed be- 
tween clinical death and the final complex. In 
one instance this interval was thirty-five min- 
utes. Levine and Matton reported a clinical 
death from Stokes-Adams disease in 
there was asystole for five minutes. Following 
intracardiac injection of adrenalin the patient 
recovered and was able to leave the hospital. 

To me (and I suspect to most clinicians) the 
most dependable sign of approaching death is 
the facies so well described by Shakespeare, and 
before him by Hippocrates. When Hostess 
saw Falstaff “fumble with the sheets, and play 
with flowers, and smile upon his finger’s ends” 
he “knew there was but one way ; for his nose 
was sharp as a pen.” The ears look bloodless 
and turn their lobes out ; the eyeballs glaze with 
film, a waxy, cadaverous pallor steals over the 
face, and though the patient may still breathe, 
the observer suddenly gets the eerie and re- 
pulsive feeling that he is in the presence of a 
living being from whom personality has fled. 


which 
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MIKULICZ’ DISEASE 
By 
THOMAS R. GAINES, M.D., 
Anderson, S. C. 


A peculiar disease in which there is enlarge- 
ment of the salivary and lacrimal glands was 
described by Mikulicz before the Society of 
Scientific Medicine of Konigsberg in January, 
1888. Leucutia and Price quote the following 
from the minutes of the meeting. “Both la- 
crimal and salivary glands were symmetrically 
tumefied, resulting in marked swelling of these 
organs and considerable disfiguration of the 
The tumors developed gradually, and 
they were at the time of the examination of a 
hard consistency, painless and without any 
manifestations of an inflammatory reaction. No 
other pathological change could be demonstrated 
in the patients affected with these tumors.” 
Smith and Bunk state that the literature con- 
tains about 100 cases of the disease proper 
up until 1928. 

The most practical classification seems to be 
that of Schaffer and Jacobsen in which, (1) 
Mikulicz’ disease is divided into (A) familial, 
(II) 


face. 


(B) Mikulicz’ disease proper, while, 
Mikulicz’ syndrome is further classified as (A) 
leukemic, (B) tubercular, (C) syphilitic, (D) 
lymphosarcomatous, (E) toxic, (F) gouty, (G) 


febris uvioparotidia, sub-chronica. In short, 
under the term Mikulicz’ syndrome many other 
diseases have been described which have their 
manifestations in the parotids. In going 
through the literature one is impressed by the 
number of cases which are reported as Mikulicz’ 
disease but which in reality are either leukemic, 
tubercular, or syphilitic. | Mikulicz’ disease 
proper is a rare disease, and should include 
only those cases of non-inflammatory swelling 
of the lacrimal and salivary glands without in- 
volvement of the lymphatic system and without 
alteration of the blood. 

Etiology: The cause of the affection is not 
known. If syphilis, tuberculosis, leukemia, or 
Hodgkins disease can be demonstrated, the dis- 
ease comes under the classification of Mikulicz’ 
syndrome and it is not true Mikulicz’ disease. 
John reports four cases of enlarged parotids as- 
sociated with diabetes, but no mention is found 
elsewhere in the literature of a diabetic associa- 


tion. Cases are reported from early life through 
old age, both men and women. 

Symptoms: The symptoms, as described in 
the literature, consist of enlargement of both 
parotids and both lacrimal glands, which is 
painless and non-inflammatory, a dryness of the 
mouth, and of the conjunctival sac, which fre- 
quently causes conjunctivitis and occasionally 
corneal involvement. General health is de- 
scribed as being unimpaired. The blood pic- 
ture is normal, the spleen is not enlarged and 
other glands are not affected except through 
occasional involvement of the other salivary 
glands. Cases have been reported in which 
there was involvement of the lacrimal glands 
alone and of the salivary glands alone. The 
dlisease is evidently of long duration, Lane re- 
porting the average to be 7 1-2 years. 

Pathology: Smith and Bunk state, “It is a 
disease of the lymphoid tissues of the lacrimal 
and salivary glands with secondary destruction 
of the prenchyma. It is probable that this tis- 
sue, for the most part solitary nodes in and 
about the walls of the ducts, is subject to dis- 
eases quite like those of lymphoid tissues else- 
where in the body.” 

Treatment: Formerly the iodides and arsenic 
were recommended. At the present time x-ray 
therapy seems to be the choice. 

Case Report: Mrs. S.R.W., age 61, first 
seen on May 27, 1936. 

Complaint: Swelling in front of and below 
both ears, aching, soreness, and shooting pains 
through the head, ears, and neck for about 
3 years. Dryness of the mouth with aching in 
the eyes. 

Family history: Negative. 

Past history: Had good health in childhood. 
Has never been strong, though she has never 
had any serious illness. Does not think she 
has ever had mumps. 

Present illness: Began as far as she can 
determine 3 years ago. She was very sick in 
bed for 2 or 3 weeks. The glands in front 
of the ears swelled, and the eyes became red 
and very painful and inflamed. Just follow- 
ing this she had a right lacrimal sac removed 
and shortly thereafter, the left. The eyes got 
better temporarily but have continued to give 
her trouble at intervals since that time. The 
parotids have continued swollen. The mouth 
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has been dry over the whole period. Her gen- 
eral health has been very poor, and she has 
now come to the point where she does not sleep 
without taking sedatives. Has lost about ten 
pounds in weight. 

Examination: A woman, age about 60, in 
evident distress. There is conjunctival redness 
and injection, both eyes, with shreds of pus in 
the conjunctival sac. The lacrimal glands are 
not enlarged, as far as can be determined. Both 
parotids are enlarged, the right one most mark- 
edly, with slight tenderness in the left. The 
lymphatics underneath the angle of the jaw may 
be slightly enlarged. The sublingual salivary 
glands are apparently normal. The parotid 
ducts are easily probed and no foreign body 
found. A stringy gelatinous mucoid material 
is expressed from the ducts through pressure 
on the glands. X-ray shows no stone in the 
parotids. The left ear canal shows an abrasion 
with crust formation and is very tender. Blood 
Wassermann negative. Blood count shows red 
cells 3,900,000; hemoglobin 73; white cells 
7,800; polys 72; lymphocytes 26 ; mononuclears 


2. Urinalysis was negative. 


Diagnosis: Mikulicz’ Disease Proper. 
Treatment : 


tion. 


She was put on Fowler's solu- 
cacodylate given intra- 
At the same time she was referred 
to Dr. Frank Wrenn for x-ray treatment of 
the parotids. The swelling has decreased under 
x-ray therapy, but | am doubtful if there is any 
improvement in the general condition. 


Sodium was 


venously. 
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THE EARLY DIAGNOSIS OF ACUTE 
APPENDICITIS 
By 
D. O. RHAME, Jr., M.D., 
Clinton, S. C. 


Appendicitis is a clinical entity of vital im- 
portance to the practitioner not only because 
it is the commonest surgical condition in the 
abdomen—but also because it contributes more 
to the general mortality than any other surgical 
condition. Since appendicitis is primarily a 
disease of young adults, this mortality is more 
to be regretted than that of people dying at the 
cancer age. It is also largely a preventable 
mortality, and while the quality of surgical 
treatment plays some part, the essential factor 
in lessening deaths from this cause is prompt 
and accurate diagnosis. 

The etiology of appendicitis has not been con- 
clusively established—and there are too many 
probable factors to mention at this time. It is 
to be suspected at any age—though a great ma- 
jority of the cases occur between the ages of 
5 and 25 years. Suffice to say that attacks 
usually come on without warning and without 
known cause in individuals during normal 
health. 

The pathology of appendicitis consists of in- 
flammation of the organ with its attendant se- 
quelae and complications : suppuration, engorg- 
ment, obstruction of its lumen with rupture, ob- 
struction of its blood supply with consequent 
gangrene, localized peritonitis or abscess for- 
mation, or spreading peritonitis. 

Symptomatology: From the variety in its 
pathology, it can be seen that the clinical picture 
of appendicitis and its complications is a varied 
one. 

The essential problem is the recognition and 
adequate treatment of inflammation while the 
process is still limited to the appendix—and 
before complications occur. However, this is, 
in actual practice, very difficult to accomplish, 
in part because the symptoms in certain cases 
may be deceptive, in part because indifferent 
individuals may not call for medical attention 
until infection has reached an advanced stage. 
We must, therefore, be prepared to recognize 
appendicitis in all stages. 

Appendicitis ordinarily occurs during normal 
health, without prodromal symptoms, although 
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it may be preceded by a feeling of malaise, loss 
of appetite, or vague abdominal discomfort. 

The first and foremost symptom is PAIN 
which is usually of moderate severity, referred 
diffusely to the region of the umbilicus. It is 
usually continuous, with varying intensity— 
and may be colicky or cramplike. Frequently 
the pain is relatively mild, rarely does it ap- 
proach the severity of renal colic. The pain is 
usually followed after an interval by nausea 
and vomiting; however, these may be absent, 
especially in young children—and this even- 
tuality should be borne in mind. 

Within a few hours the pain tends to localize 
in the right lower quadrant, and the diffuse 
pain in the mid-abdomen diminishes. This 
shift of pain is peculiarly characteristic of ap- 
pendicitis. The temperature and pulse rate 
usually increase to a moderate degree, running 
higher in children than in adults; however, a 
temperature over 102 is unusual. Severe in- 
flammation in children may cause a temperature 
up to 103 or 104 but rarely, and a temperature 
of 104 or over should make one suspicious of 
another condition. A normal temperature and 
pulse does not rule out appendicitis. Accom- 
panying the temperature is a leucocytosis of 
moderate degree, between 15,000 and 20,000. 
Again the rule is broken in children, where the 
leucocytosis in purulent inflammation may be 
from 15,000 to 30,000. A child admitted here 
a week ago with ruptured appendix showed a 
count of 34,000 leucocytes. A thrombosed or 
gangrenous appendix is not infrequently accom- 
panied by a normal blood count. 

The order in which these symptoms appear 
is important. The usual sequence is pain, vomit- 
ing, fever, and leucocytosis. If the fever and 
nausea precede the pain, a diagnosis of appendi- 
citis is very doubtful. Here again, however, it 
is to be remembered that child’s history of se- 
quence is often unreliable. 

Ordinarily there is constipation due to na- 
ture’s attempt to splint the bowels. Rarely 
there is diarrhea. A severe diarrhea is some- 
times present in appendiceal abscess. Chills 
are rare, and a chill at onset should make one 
suspect acute infection elsewhere. It has been 
noticed that patients with appendicitis are sel- 
dom interested in food. 

There may be increased urinary frequency, 
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especially if the appendix lies adjacent to the 
ureter. In these cases the pain may be in- 
distinguishable from that of renal colic. How- 
ever, examination of the urine will usually rule 
out the kidney pathology. Recently the writer 
mistook an acute appendix for ureteral colic, 
due to the pains radiating to flank and right 
testis, and testicular tenderness. 

On inspection it may be noted that the pa- 
tient unconsciously holds the right leg some- 
what flexed in order to relieve tension in the 
right lower abdomen. The respiration may be 
costal rather than abdominal. On_ palpation 
there are with few exceptions local tenderness 
and increased muscular rigidity over the right 
quadrant. This tenderness may be 
marked or slight, but is usually definite. This 
is without doubt the cardinal sign of appendi- 
citis. 

It is far safer to suspect appendicitis when 
there is acute tenderness anywhere in the right 
There are a few deep lying 
appendices where the tip lies in the pelvis, and 
tenderness can only be elicited by rectal or 
pelvic examination ; thus the importance of such 
an examination in any case where there is any 
doubt. 

Ordinarily 


lower 


lower abdomen. 


the disease is clinically well 
marked a few hours after onset, and often the 
diagnosis can be made within four to six hours 
after initial pain. Remember that appendici- 
tis is the commonest source of acute abdominal 
pain associated with nausea, constipation, and 
localized tenderness occurring in young adults. 
The diagnosis depends on the accurate inter- 
pretation of a few essential facts in the history 
and physical findings. 


It is well in taking the history of any acute 
abdominal condition to focus the patient’s mind 
on the beginning of the attack by asking him 
what he was doing when the pain came on. This 
brings out whether the onset was sudden and 


sharp or gradual. Next, inquiry should be 
directed as to the effect of the pain ; did it make 
him lie down, double up, or was he able to 
carry on? After this he should be urged to 
relate what happened in chronological order, 
using enough questions without leading him. 
Diagnosis ultimately depends, however, on 
the interpretation of the physical examination. 
It is essential to determine at the outset whether 
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local abdominal tenderness and true muscular 
spasm exist. Palpation of the abdomen should 
be begun very gently, at a distance from the ex- 
pected site of the lesion, comparing muscular 
tension at corresponding levels on both sides 
of the abdomen. The degree of pressure neces- 
sary to produce pain is carefully noted. It is 
most helpful to distract the patient’s attention 
from the examination, carefully watching his 
facial expression for clues as to the amount of 
pain elicited. 1 have seen patients steadfastly 
deny they felt any pain, probably from fear of 
operation, only to give away the facts by facial 
contortions. Children will do this sometimes 
for no explicable reason. well to 
have nearest relatives out of the room, as pa- 
tients often disguise their feelings before their 
families. Do not confuse real sustained muscle 
spasm with voluntary 
rough palpation. 


It is also 


due to 
It is not superfluous to re- 
peat that extreme gentleness is necessary in all 
palpation. Gaining the patient's confidence 
will often mean the difference between a hazy 
and a complete examination. Posture of the 
patient is an important point. Frequently he 
lies with one leg drawn up, or walks with a 
stoop, favoring his side to that extent. 

Skin hyperesthesia is frequently present over 
the right lower quadrant in acute appendicitis, 
and is a good diagnostic sign. It may be elicited 
by stroking or pinching the skin, and compar- 
ing the amount of reaction on the two sides. 

Palpation with one finger pressed deep will 
often elicit one small spot of tenderness which 
could not be shown when the whole hand was 
used. 


contractions 


Peritoneal inflammation can be demonstrated 
by a gradual pressure of the palpating hand, fol- 
lowed by sudden removal of the hand, giving 
the classical rebound tenderness. 

The diagnosis in typical cases is easy and 
straightforward. If we can obtain a sugges- 
tive history of pain, with nausea, find slight but 
definite evidence in temperature, pulse, and 
leucocytosis of a septic inflammatory process, 
and confirm these observations with an unmis- 
takable degree of local tenderness and muscle 
spasm in the right lower abdomen, we are 
justified in diagnosing appendicitis. Having 
reached this conclusion, operation should be 
advised immediately. If there is doubt, the 
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only safe measure is to have a surgeon’s opin- 
Here I'd like to call 
attention to three cardinal DON’T’S: 

1. Don’t give food or opiates. 

2. Don't give a laxative. 

3. Don't delay. 

Differential diagnosis is essential mainly to 


ion as soon as possible. 


rule out conditions in which laparotomy is con- 
traindicated; for while confusing pneumonia 
and appendicitis may be a fatal mistake, the 
confusion of appendicitis and salpingitis or 
twisted ovarian cyst results only in technical 
error, Thus 
the main differentia! lies in deciding whether or 
not it is a surgical condition. 


sasily corrected after incision. 


Therefore | 
shall mention here only the medical entities 
often confused with an acute abdomen: 
1. Pneumonia. 

Typhoid fever. 

Gastro-enteritis 

Influenza. 

Lead colic. 


6. Tabes Dorsalis 


7. Renal Disease. 

In the event that appendicitis goes undiag- 
nosed in its early stages, the following course 
is often seen. In the average case the signs 
of the disease become accentuated in the second 
24 hours. Local tenderness and spasm increase 
and affect a wider area; the febrile reaction and 
leucocytosis continue or become more marked, 
and the bowels become more constipated, and 
vomiting may continue. If a laxative has been 
given, the doctor may mistake the sudden relief 
from pain attendant on perforation for im- 
provement, and thus be lulled into a false sense 
of security which is rudely disspelled when he 
feels the marked weakening of a rapid and 
thready pulse, and notes the gradual distension 
of the abdomen, the shallow rapid thoracic 
respiration, and the dilation of the alae nasae, 
and the change from local to diffuse tender- 
ness and rigidity. In extreme cases rigidity is 
entirely replaced by distension, and the pinched 
anxious expression tells all too vividly of the 
approach of the end. It is needless to say that 
in these last types of cases, those in extremis, 
surgery is of little or no avail. 


REFERENCE 
Graham’s Surgical Diagnosis. 
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BLOOD TRANSFUSION 
By 
DAVID F. ADCOCK, M.D.., 
Columbia, S. C. 


The idea of giving strength and vigor by 
giving blood dates back to 1492, when an un- 
named Hebrew physician sacrificed three youths 
to give blood to Pope Innocent VIII. In 1615 
Libavius described blood transfusion with the 
use of two fitting silver tubes. The first con- 
crete advance was made by Harvey, when he 
discovered the circulation of blood in 1616, 
and first authentic transfusion, in a human, was 
performed by Denys in 1667. Hemoglobinuria 
was noted following this transfusion, Due to 
a death, soon after this, transfusion was out- 
lawed in France. However, it was revived by 
Blundell, an obstetrician, in 1818. Landstein- 
er, in 1901, started the work on blood grouping 
which resulted in the present systems. The 
next great need was some way to give the blood 
before clotting occurred. ‘Crile’s cannula sup- 
plied this, and in 1915 Lewisohn controlled 
coagulation. Now blood transfusion was firm- 
ly established, and indications for the procedure 


increased paralleling the increase in safety. The 
indications are hemorrhage, shock, certain blood 


dyscrasias, hemorrhagic diseases, certain 
marked anemias, and miscellaneous conditions. 
The Jansky system of blood grouping was 
established first. The International system is 
the most scientific, but the Moss system is most 
popular in the United States. The donor 
should be a robust male between 18 and 35, with 
a normal heart and blood pressure, a negative 
history of syphilis and recent malaria, and a 
negative Wassermann., It is better if he has not 
had food recently. If he is apprehensive, his 
fears should be allayed as much as possible. If 
the donor’s veins are small, the needle should 
be directed towards the hand. An adjustable 
tourniquet, and the opening and closing of the 
hand helps to insure a regular blood supply. 
The recipient is usually easier to control after 
a narcotic, and there should be a novocain skin 
anesthesia with both. When inserting the 
needle a small amount of vaseline will help 
prevent the disconcerting skin drag almost as 


Read before the South Carolina Medical Associa- 
tion, Greenville, S. C., April 22, 1936. 


much as nicking the skin. And the recipient, 
usually being a woman, and usually having more 
difficult veins, should have the needle inserted 
first, unless there be danger to the donor from 
a blood stream infection. 

The first danger of blood transfusion is due 
to blood incompatibility, and a severe reaction 
from blood incompatibility can often be fore- 
told by the recipient’s warning while on the 
table. Sudden, severe headache, urticaria, chill, 
rise in temperature, severe praecordial pain and 
dyspnoea, pain in the lumbar region, an ir- 
regular pulse, or marked fall in blood pres- 
cause the transfusion to be 
stopped, and adrenalin given. The transfusion 
should not be resumed from that donor. Espe- 
cially is this important if attempting to use the 
same donor twice, or if the patient has had 
several transfusions. Broken down blood is 
probably the toxic agent which accounts for the 
severe reaction. The pathological findings, as 
described by Bordley, of tubular nephritis, 
liver damage, and icterus are very similar to 
those of black water fever. In fifteen cases, 
reported by him, the amount of blood given 
was stated. In the five who recovered 314 c.c. 
was the average amount given, and in the ten 
who died 564 c.c. was the average amount. 
Hemoglobin in the urine, and diminution in the 
amount of urine was recorded in most of Bord- 
It is doubtful if less than 50 c.c. 
of blood kills unless due to an anaphylactic 
reaction. I have transfused small amounts 
of human, dog, duck, and chicken blood into 
rabbits with only one death. This death was 
due to the repetition of 4 c.c. of human blood 
after one month. The second great danger of 
blood transfusion is speed. If there is an er- 
ror in the cross-matching on the indirect side, 
the serum of the donor will clump the recipient's 
cells. This can be prevented by giving the 
blood slowly, so that the donor’s serum will be 
diluted. Dilution prevents the agglutinins and 
hemolysins from acting. Speed can be increased 
where there has been loss of blood volume, and 
can be faster in the young, with normal heart 
and vessels, than in the old. The danger of 
displacing a hemostatic clot by transfusion is 
probably less than is supposed. Movement of 
the patient, however, may displace the clot and 
such a transfusion should be done in bed. A 


sure should 


ley’s cases. 
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3-5 c.c. transfusion per pound weight at 50 c.c. 
per minutes usually changes the blood pressure 
less than 10 mm. Hg. The third danger is 
an acute dilatation of the heart, but this is 
I find that a 3-5 
pound rabbit can stand the rapid injection of 
100 c.c. of saline, which gives them from 20 
The 
Small clots are 
usually seen in cleaning the apparatus after 
transfusion. Particularly are the clots notice- 
But either due to their softness 
or adherence to the apparatus, this remains a 
theoretical rather than a practical danger. Dan- 
ger from air embolism is eliminated by present 
day technique. The fifth danger is the trans- 
ference of disease. The diseases most likely to 
be transferred are syphilis and malaria. 

The operator should use the method which 
gives him the best results, and the one with 
which he is most dextrous, as the percentage 
of reactions is usually much higher where dif- 


probably a rare occurrence. 


to 33 1-3 c.c. of fluid per pound weight. 
fourth danger is embolism. 


able on valves. 


ficulty is encountered in the transference of 
blood. Lewisohn was able to reduce reactions 
from 23 to 13 per cent by permitting only 
eight senior members of the house staff to do 
transfusions. The meghanical methods are 
gaining ground on the more standardized cit- 
rate method. The citrate method is utilized for 
intra-peritoneal, auto-transfusions, and the use 
of blood from cadavers. This method has 
changed very little since its introduction. Im- 
munotransfusions are given by any method. 
Minot’s and Dodd’s recent work on guanidine, 
calcium and sodium citrate made me wish to 
become more familiar with the calcium and 
citrate balance. Dr. Lipscomb, of the Uni- 
versity of S. C., tells me that, chemically speak- 
ing, it takes ten grams of sodium citrate to 
19.214 
grains of sodium citrate are used in a 500 c.c. 
transfusion. 1 c.c. of 20 per cent solution of 
sodium citrate, or 3.068 grains will regularly 
throw a rabbit into convulsions, and left alone 
this rabbit will regularly die. If one is able 
to hit the ear vein of the rabbit while in con- 
vulsions (I was able to do this three times), 
calcium will instantly stop the convulsions. 
The rabbit will stand this amount of sodium 
citrate if given in blood or more dilute solu- 
tion. Twice this amount intra-peritoneally did 


combine with 2.1 grams of calcium. 
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not cause convulsions, and if calcium was given 


before the citrate, convulsions were not pro- 


duced. It seems from this, as previously found, 
that the rapid introduction is much more dan- 
gerous than the slow introduction of sodium 
citrate into the blood stream. 
ably one of the reasons for the accepted rate 
of citrate transfusions being 15 c.c. per minute. 
This method has controlled speed, which is one 
necessity for an ideal transfusion. 


This is prob- 


The multiple syringe method is well adapted 
to hospital use, and is used by two of the large 
hospitals in this state. This method requires 
excellent team work, as it takes practice for 
the two workers to be ready at the same in- 
stant—one with his syringe emptied and the 
other with his syringe full. It wastes some 
blood, and the needles are sometimes displaced 
while connecting and disconnecting the syringes. 
The Memorial Hospital in Richmond uses this 
method where there may be danger to the donor 
from blood stream infection, and the syringes 
are discarded each time. 


MECHANICAL METHODS 


La bh - 
rhe Jube, a grooved, plunger type of appara- 
tus, is popular in Greenville, while the Moore, 


a valve set, is preferred in Columbia. The 
Unger and the Scannell sets permit washing 
with saline while connected. Numerous other 
sets are on the market, and new ones are being 
introduced frequently. These mechanical sets 
have rubber connections. These tubes should 
be short, as they cannot be coated with paraffin 
satisfactorily. But short tubes markedly in- 
crease the difficulty in doing the hardest of 
transfusions—that of giving blood to a delirious 
patient. 

Immediately after the transfusion the set 
should be cleaned, for unless the blood is re- 
moved it is decomposed, and may be a foreign 
element in the next transfusion. After the best 
of washings, hydrogen peroxide will frequent- 
ly displace visible clots. 


RESULTS 


I. Spectacular results can be obtained in 
hemorrhage and shock. I have transfused with 
the most satisfying results bleeding peptic ulcer, 
ruptured ectopic pregnancy, incomplete abor- 
tion, ruptured spleen and kidney, trauma with 
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loss of blood, and post-operative shock. 

II. Transfusion lowers the operative mortal- 
ity in patients with a hemoglobin of 50 per 
cent or lower. 

II]. It is a valuable adjunct in anemia. 

IV. It is of temporary help in the control of 
hemorrhagic diseases. 

V. Certain blood dyscrasias show some im- 
provement from blood transfusions, but I have 
seen an increased number of transfusions cause 
an increased percentage of reactions. 

VI. The results have been somewhat disap- 
pointing in the treatment of infections. 


VII. 


Miscellaneous conditions : 


A. Improvement occurs in chronic ulcera- 
tive colitis with bleeding. 

B. I have seen remission in three cases of 
pellagra. 
VIII. Reactions as reported by Regena Beck 


occurring in 11.14 per cent in unmodified blood 
transfusions, and 29.29 per cent in the citrate 
transfusion. 

1X. An increase in red cells of approximately 
half million and an increase in hemoglobin of 
11 per cent may be expected. 
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DISCUSSION 
Dr. George H. Bunch, Columbia : 

Dr. Adcock has ably presented the indications, the 
contra-indications, and the technic of blood trans- 
fusion. His paper has been educational. 

I shall discuss blood transfusion from the stand- 
point of the surgeon. To me it is the greatest con- 
tribution of this generation to surgery. Modern sur- 
gery has been made possible by three great scientific 
discoveries or achievements—first, asepsis, by Lord 
Lister ; second, anesthesia, by Dr. Crawford W. Long. 
of Athens, Georgia, which is only one hundred fifty 
miles from here; third, blood transfusion, which has 
so recently been perfected. The safety and the 
facility by which one person’s blood may be made to 
flow and to function in the circulation of another has 
greatly enhanced the field of surgery. By it in- 
operable risks have been made safely operable; by 
it poor risks have been made good risks for surgery. 
Heretofore we required a minimum of thirty per 
cent hemoglobin before undertaking major surgery. 
Now we transfuse these anemic patients so that we 
have fifty per cent hemoglobin before undertaking 
major surgery. In my opinion, a patient with 
fifty-per-cent hemoglobin is one-hundred-per-cent 
better risk than a patient with thirty per cent hemo- 
globin. 

Operative deaths are usually due to hemorrhage. 
shock, and infection. Blood transfusion is the only 
specific for acute blood loss. To see, after trans- 
fusion, the returning color and animation that follow 
almost in the twinkling of an eye in a patient dying 
of acute hemorrhage is to me a miracle as real and 
as wonderful as any described in the Bible. Surgi- 
cal shock has been ascribed by Frazier to the loss of 
blood volume. Whether this be from hemorrhage 
or not, there is no more certain way of relieving it 
than by blood transfusion. The ultimate outcome of 
infection following operation is dependent upon two 
conditions: One, the resistance of the patient, and. 
two, the virulence of the infecting organism. The 
resistance of the patient, if he be anemic, can cer- 
tainly be considerably improved by blood transfusion. 
Safety demands that, when a major operation is to 
be undertaken in which dangerous hemorrhage may 
result or is to be expected, a suitable donor be typed 
and ready for transfusion, if it be necessary. There 
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is a moral and medicolegal obligation in giving blood 
from a donor who has not been proved to have a 
negative Wassermann reaction. 

Giving blood to a patient often does more than 
relieve blood and restore blood volume. It 
sometimes restores the power to clot, which has been 
lost in the blood that remains in the patient. This 
is notably seen in chronic bleeding ulcer, duodenal 
After repeated small transfusions the 
clotting power is restored and the bleeding stops; 
whereas a single large transfusion, by increasing the 


loss 


or gastric. 


blood pressure, may cause increased hemorrhage. 

In conclusion, I wish to say that the surgeon who 
does not protect his patient before operation, if it 
be indicated, or who does not restore his patient 
after operation by blood transfusion, if it be indi- 
cated, is negligent. 


RIDGE MEDICAL SOCIETY MEETING 


The Ridge Medical Society met August 17, 
1936, at 7:20 o'clock P. M. with a larger at- 
tendance than usual. 

Dr. R. H. Timmerman reported a case of ab- 
sence of penis in a middle aged man. Dr. W. 


W. King in discussing it thought it was prob- 
ably due to granuloma inguinale and narrated 


some of his observances. 

Dr. M. M. Mostellar of Columbia made an 
instructive address on Cholecystography and 
various methods of diagnosis which included 
the dyes, barium, X-Ray, ete. He exhibited a 
number of films showing the gall bladder in 
various conditions. He also made a number of 
X-ray pictures of bones with a small portable 
machine. A number of those present used a 
fluoroscope to observe bones, etc. 

Dr. R. W. Ball of the State Board of Health 
made a short talk on pre-natal clinics and asked 
for the cooperation of the doctors in regard to 
them. 

Dr. G. E. McDaniel of the State Board of 
Health made an address on syphilis and its 
ravages and gave valuable statistics relating 
thereto and asked for cooperation in outlining 
a suitable, practical method of controlling and 
eradicating it. 

A committee of three was appointed to co- 
operate with the State Board of Health. 

Dr. W. W. King presented the matter of 
establishing a new hospital at Summerland 


College. The society endorsed the establish- 


Dr. Thomas Messina, St. Francis Hospital. 

Greenville : 

! wish to emphasize just one fact. We always 
cross-match and match these patients before trans 
iusion. | want to emphasize this: Before you 
transfuse a patient a second time, always have that 
patient matched and cross-matched with any donor 
that you see fit. I have had cases recently at the 
hospital where I happen to be house surgeon who 
have had a transfusion four or five times. I got 
four or five donors the first time and used the same 
donors to transfuse the second time and got a very 
bad reaction. I came to the conclusion that each 
patient should be matched and cross-matched before 


he is transfused a second time. 


ment of the hospital and appointed Drs. King 
and Garvin to secure contributions from the 
doctors of our society for it. 

Dr. and Mrs. Garvin invited the society and 
auxiliary to have their next meeting with them 
in Ridge Spring. Their invitation was joyous- 
ly accepted. 

Dr. M. B. Woodward after being away re- 
joined our society. 

The Ladies Auxiliary met with Mrs. A. L. 
Ballinger and had a large attendance. 

Notwithstanding the hot weather we had in- 
teresting meetings. 

Supper was served in The Rutland Hotel 
where good fellowship reigned . 

W. P. Timmerman, M.D., Sec’y. 





YORK COUNTY MEDICAL SOCIETY 
MEETING, YORK, S. C., SEPTEMBER 
24, 1936 

Dr. Robert Ball of Charleston, head of the 
maternal and child health division of the state 
board of public health, was the principal speak- 
er at a meeting of the York County Medical 
society held in the office of Dr. John I. Barron, 
York physician. “Maternal Preventive Medi- 
cine” was the subject of Doctor Ball’s talk, 
which was followed by a general discussion of 
this topic. 

At this meeting the physicians discussed some 
changes that they thought would be advisable 
in the workmen’s compensation law. Doctors 
from all parts of York county were in attend- 
ance. 
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THE SOUTH CAROLINA MEDICAL ASSOCIATION 
MEETS IN COLUMBIA 1937 


President R. C. Bruce of Greenville and the 
other officers of the Association including the 
Council have given much thought already to the 
next meeting of the Association. The date 
has been fixed as usual for the third week in 
April, but this time the date will fall on April 


13, 14, 15. The Columbia Medical Society 
will be the host, and that means an unusually 
successful meeting of the State Association. 
The Capital city has many advantages as a 


place of meeting for any State organization, 
since it is centrally located and has good facili- 
ties otherwise. The President has been most 
fortunate in his selection of guest speakers. 
Further details of the scope of the meeting will 
be published from time to time, but it is not 
too early for those who intend to read papers to 
begin to think about their part in making the 
convention a success. In due time the Scientific 
Committee will authorize invitations to be ex- 
tended essayists for a place on the program. 
At one of our Columbia meetings there was 
an attendance of around seven hundred. Why 
not increase this wonderful record ? 





THE CONFERENCE OF STATE SECRETARIES AND 
EDITORS OF STATE JOURNALS 


In many respects one of the most important 
organizations in this country is that of the State 
Secretaries and Editors held each year in 
Chicago under the auspices of the American 
Medical Association. This organization is a 
real clearing house for up to date information 
on every phase of medical activities. The date 
has been fixed this year for November 16, 17. 
It is gratifying to know that the meeting will 
be held in the remodeled headquarters home 
of the A. M. A. and in an auditorium designed to 
accommodate this and other important organiza- 
tions in the same building. The headquarters 
has been modernized in every respect at a cost 
of about half a million dollars and will be an 
increasing asset to organized medicine in this 
country. At these meetings the Secretaries 
and Editors have the benefit of personal contacts 
not only with the officers of the A. M. A. but 
the Board of Trustees and the Presidents of 
many State Societies. Such contacts provide 
sources of information available nowhere else. 
The programs always include discussions of 
the most pressing problems before the pro- 
fession; and when the Secretaries and Editors 
return to their homes, they have a composite 
picture of what is going on not only in the 
headquarters building but in every state in the 
Union. 
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PATHOLOGICAL CONFERENCE, MEDICAL COLLEGE OF THE 
STATE OF SOUTH CAROLINA 


_—_— 
KENNETH M. LYNCH, M. D., PROFESSOR OF PATHOLOGY 


a 


ABSTRACT No. 313 (31109) 
March 13, 1936 


Case of Drs. Martin, Prioleau, and McCrady 
Student Nelson (reading) : 


A negro woman, domestic servant, age 24- 
29 years, admitted 1-28-36, died 2-5-36. 

History: Dysmenorrhoea for 4-7 years. For 
past 3 months “this pain” has been almost con- 
tinuous and cutting in nature. Menstrual pe- 
riods originally lasted 4 days, now last 3, still 
are regular. Denied abnormal uterine bleed- 
ing and leukorrhoea. Had a 4 plus Wasser- 
mann in clinic, for which she was treated with 
neoarsphenamine. One living healthy child, 
normal labor and puerperium. No other preg- 
nancies. Had diarrhoea (which lasted about 
30 days) a few months before admission, and 
this was followed by constipation which has 
Pain on defecation, occasionally 


Has had 


persisted. 


passed blood while straining at stool. 
a “pimple” on left buttock since June (1935). 
Fairly well nourished negress, ap- 
Temp. 99.8, pulse 88, 
resp. 24, BP 135/80. Mucous membranes 
Pupils react well in accommodation, 
Several carious teenth. No 


Exam. : 
parently not in pain. 


anemic. 
poorly to light. 
lymph glands palpable. Chest clear. Heart 
not enlarged, no murmurs heard, heart action 
normal. Abdomen: “Is slightly rigid on ex- 
amination. Several irregular, small nodular 
masses palpated in upper left quadrant, sup- 
posedly fecal impaction. Slight tenderness in 
lower left quadrant. Liver and spleen not 
palpable.” Rectum: “Annular constriction 
about 2 1-2 inches from anus that would not 
admit tip of finger.” Draining fistula on left 
buttock. Vaginal exam. (Dr. McCrady) : “The 
uterus is fixed at the base. The cervix is 
small. The vaginal fornices are so indurated 
that the uterine appendages cannot be felt. 
Partly encircling the rectum in the vaginal 
fornices can be felt a hard thickening. On 
rectal exam. the lumen is constricted but the 
lining smooth.” 


Lab.: Urine (2 exams.) completely nega- 
tive. Blood (1-29): Hb. 70 per cent; RBC 
4, 560,000; WBC 9,600; lymphs 28 per cent, 
monos 7 per cent, polys 62 per cent. Blood 
Kolmer and Kline negative. 

Course: Temp. varied about normal for 
first 6 days, then rose to 101.4 on 2-3; fell to 
normal the following night, then progressively 
rose to reach 106 on the day of death. Pulse 
generally higher on chart than temp., imper- 
ceptible for last day. Resp. normal until 2-4, 
after which they were 32-44 per minute. Ab- 
domen became markedly distended. On 2.2 
an enema was given without difficulty and a 
small amount of flatus and some blood clots 
were returned. Distension not materially re- 
lieved by enemata, pitressin, turpentine stupes 
or Levine tube. Operation (2-4): “The in- 
testines are markedly distended particularly 
the colon. The rectum is constricted behind 
the lower portion of the uterus—.” “—dense 
tissue at the base of the broad ligaments.” 
Colostomy done (sigmoid) ; spinal anesthesia 
used. Immediate 
fairly good, but during the night the pulse be- 
came weak, and the skin cold. Stimulants 
failed to revive her and she died at 6:10 PM on 
2-5-36. 

Dr. Prioleau (conducting) : 
will you open the discussion ? 

Student Quantz: From the history of dys- 
menorrhoea, the pelvic examination and the 
operative findings, it is evident that this pa- 
tient had a “frozen pelvis,” from induration 
and fixation of the broad ligaments. This 
fixation of the pelvic organs could come about 
either from disease of the rectum or of the 
pelvic organs. 


post-operative condition 


Mr. 


Quantz, 


Gonorrhoeal infection of the fallopian tubes 
frequently gives a “frozen pelvis,” but the 
fixation is seldom so extreme as it seems to have 
been in this case; too, I would have expected 
a history of leukorrhoea if tubal infection had 
caused it. 

Endometriosis is a second thing to consider. 
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lf the history had been gotten in a little more 
detail, especially as to the exact time of occur- 
rence of the pain in the menstrual cycle, we 
might be able to make or exclude that diagnosis 
definitely. A densely fixed fibrosis of the pelvis, 
usually with retroversion of the uterus, would 
be the thing to expect on examination of a pa- 
tient with pelvic endometriosis. 

Tuberculosis of the pelvis is another thing 
to consider. 

Dr. Prioleau: Whar lo you mean by “tu- 
berculosis of the pelvis ?” 

Student Quantz : 
losis of the pelvic peritoneum, probably as a re- 
But if such 
had been the case, it would seem that fluid and 
tubercles would have been noted at the time of 
operation. The presence of an anal fistula 
raises some suspicion of tuberculosis, too. 

Carcinoma of the rectum is another thing to 
consider. The history of pain on defecation, 
bleeding at stool and constipation are all very 
suspicious, even in a patient as young as this one 
seems to have been. From the history it cannot 
be learned whether rectal symptoms have been 
present for a short time only, or whether they 
have been present from the first. 

An ordinary syphilitic stricture of the rectum 
mizht also cause almost all of these symptoms. 

I do not see how any of these possible diag- 
noses can be ruled out or definitely established 
in this case. Chronic intestinal obstruction 
from some type of stricture of the rectum was 
the important feature of the case. 

Dr. Prioleau: Mr. Marshall, will you con- 
tinue ? 

Student Marshall: Mr. Quantz has pretty 
well covered the field, but I believe that syphili- 
tic stricture of the rectum deserves more em- 
phasis. ‘This patient had a positive Wasser- 
mann at one time, and received anti-syphilitic 
treatment, but I rather doubt that it was ade- 
quate. Simple inflammatory stricture of this 
order could cause all the symptoms relative to 
the rectum. To explain the frozen pelvis, some 
other condition would have to be assumed, and 
I believe that a chronic salpingitis is the most 
likely explanation for a fixation of the pelvic 
structures, especially in the negro. | believe that 
her rectal condition was a separate affair. 

Dr. Prioleau: I examined this case several 


| mean to say a tubercu- 


sult of tuberculosis of tne tubes. 
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The rectum was constricted 
at a much higher level than most inflammatory 
strictures occur. And the stricture was not as 
dense and unyielding as most inflammatory 
strictures are: the examining finger could be 
projected into the stricture, and the mucosa 
felt smooth but nodular. 

Student Marshall: A gumma of the ischio- 
rectal space is frequently followed by stricture 
formation and fistula, but would usually be at 
a lower level than it now seems that the con- 
striction in this case was found. 

Endometriosis would fit in with the occur- 
rence of a stricture at this high level. It would 
help us in making this diagnosis if we knew 
that the pains came on a day or so after men- 
struation began, and continued for several days 
after menstruation ceased. 

Dr, Prioleau: Can you explain the rectal 
findings on the basis of tuberculosis? Can the 
operative findings be correlated with that diag- 
nosis 7 

Student Marshall: If tuberculosis of the 
peritoneum had been present, it probably would 
have been noted at operation. The rectal find- 
ings are not very suggestive of tuberculosis. 
An x-ray of the chest would have helped to ex- 
clude tuberculosis of the rectum, as it is usually 
associated with an active pulmonary lesion when 
it occurs. 

Dr. Prioleau: 
think of this case? 

Student Harrison: I think endometriosis 
can explain the whole picture. We have a 


times in the clinic. 


Mr. Harrison, what do you 


history of dysmenorrhoea, with progressive in- 
crease in the pain until it became constant. 
The rectal stricture could occur as a result of 
continued menstruation of aberrant endome- 
trial tissue in the cul-de-sac and in the rectal 
wall, with fibrosis occurring. The woman was 
in the child-bearing period of life, at which time 


endometriosis occurs. The pain on defecation, 
constipation and bleeding at stool go with the 
rectal stricture, which is frequently associated 
with ulceration of the bowel. The only thing 
missing from the characteristic picture of endo- 
metriosis is the rather characteristic bluish cysts 
which are usually noted in the vaginal vault. 
There is no notation in the record as to their 
presence or absence. The operative findings— 
dense fibrosis in the broad ligaments and other 
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pelvic structures—can be explained on a basis 
‘f endometriosis. 

Syphilis of the rectum could also explain the 
clinical picture, but it seems to be less likely 
because of the negative Kolmer and Kline on 
this admission. Too, syphilis seldom causes a 
frozen pelvis, and the rectal stricture associated 
with syphilis is usually at a low level. 

Dr. Prioleau: Mr. Cantey? 

Student Cantey: I think the whole picture 
is best explained on a basis of endometriosis. 
Endometriosis can cause stricture of the rec- 
tum. Ulceration is apt to occur above the stric- 
ture as a result of fecal stasis, and by this 
method infection from the intestinal tract could 
enter the ischio-rectal space, cause suppura- 
tion and be followed by fistula formation. 

Dr. Prioleau: With an anoscope I could see 
the lower end of the mass; there was no ap- 
parent ulceration at this level. 

Mr. Baker, what is your idea as to the cause 
of death? 

Student Baker: I believe that she died of 
a pneumonia which developed after operation. 
But that’s probably wrong, on second thought 
as she had spinal anesthesia. 

Dr. Prioleau: Pneumonia is probably just 
as common, or more so, after spinal anesthesia 
as after an inhalation anesthesia. 

Mr. Pernworth, what do you think was the 
immediate cause of death? 

Student Pernwerth: She died about 26 
hours after her exploratory laporotomy. I be- 
lieve that she died from shock, failing to react 
from the operation and from the depressing 
effects of spinal anesthesia. 

Dr. McCrady: The only way endometriosis 
can be accurately diagnosed preoperatively is 
on a basis of the vaginal findings, and the 
situation reminded me very much of endome- 
triosis, so much so that that was my diagnosis. 
There was a marked induration of the fornices, 
and the thickening of the rect-vaginal septum 
was very striking. 

I felt that this mass was extrinsic to the 
bowel, and ruled out carcinoma of the bowel on 
that basis. 

Inflammatory venereal diseases, especially 
lymphogranuloma, can also give such a rectal 
and vaginal condition. 

A number of you have mentioned that fistula 
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in ano suggests tuberculosis. More recent 
work indicates that rectal fistula are usually not 
of tuberculous origin. | imagine that the 
autopsy findings will surprise us. 

Dr. Lynch: At the time of autopsy, we were 
not certain what the rectal condition was. As 
you can see here (demonstrating autopsy speci- 
men), there is dense fibrous tissue about the 
rectum, markedly constricting the lumen. Ac- 
cumulations of mucoid material are noted with- 
in this fibrous tissue. At the time of autopsy 
this was thought to be muco-pus. Grossly we 
thought that it was probably an inflammatory 
stricture, with a carcinoma of the rectum being 
the second-best choice. There was an ulcer 
overlying this constriction, and the fistulous 
tract lead up into the region of this ulceration, 
although it apparently did not communicate 
with the lumen of the bowel at the time of 
autopsy. There was no evidence of chocolate 
cysts in the pelvis or rectal tissue, to make en- 
dometriosis likely. 

After the histological examination, the diag- 
nosis of mucoid carcinoma of the rectum was 
quite clear. And from the data at hand, | 
believe that carcinoma of the rectum was the 
most likely bet. The findings were those of 
an annular constriction of the rectum at a 


higher level than an inflammatory stricture is 


apt to occur. I do not believe that endome- 
triosis would cause a constriction of an annular 
nature; to do so the endometrial tissue would 
have to be in the retro-peritoneal tissue behind 
the rectum, and that would be most unusual; 
endometriosis would probably cause an indura- 
tion of only the anterior portion of the rectal 
wall. Fistula should not have caused us to 
discard the diagnosis of carcinoma, since fistula 
can occur just as Mr. Cantey has said, in any 
constricting lesion of the rectum. 

There was dense infiltration of the recto- 
vaginal septum, of the cul-de-sac and of the 
post-rectal tissue. The mass was so firmly 
bound to the sacrum that it could not be dis- 
sected away, and had to be cut away with the 
knife. Endometriosis and tubal infection 
could hardly cause this dense a fibrosis. 

Possibly this patient’s age caused you not to 
consider the diagnosis of carcinoma too seri- 
ously. The age should not influence you in 
this manner, because malignant tumors can oc- 
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cur at any age, and should always be considered 
in any obstructive lesion of the rectum. On 
the other hand, she was probably older than the 
age she gave; her ovaries appeared to be in the 
late child-bearing age when studied histologi- 
cally. 

As to the cause of death, the loop of bowel 
forming the colostomy was acutely inflamed 
and showed marked necrosis of its mucosa: 
an acute necrotic colitis, superimposed on a 
long-standing chronic infection from obstruc- 
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tion. The colitis was not a result of colostomy 
but was doubtless there before the operation. 
She apparently died from shock. 

Dr. Prioleau: Carcinoma of the rectum 
usually gives a firm but elastic constriction of 
the rectum as was the case here, rather than 
the dense, low-placed constriction as seen in 
various inflammatory conditions. 

Colostomy in this case was delayed too long, 
as is usually the case. It should not be delayed 
until the patient is moribund. 





SURGERY 





WM. H. PRIOLEAU, M.D., F.A.C.S., CHARLESTON, S. C. 





“TRANSVERSE ABDOMINAL 
INCISIONS” 


The transverse abdominal incision has its 
strong advocates, and it is constantly being 
brought up for consideration, Recently two 
very good articles upon it have appeared— 
(Robert L. Sanders, Annals of Surgery 104 :74 
( July, 36) and F. S. Lynn and H. C. Hull, An- 
nals of Surgery 104:233 August, °36). In 
them has been made the necessary comparison 
with the vertical type of incision. 

The main objections to the vertical type of 
incision are concerned with its division of the 
posterior sheath across its line of pull. The 
posterior sheath is formed by fusion of the 
posterior lamella of the aponeurosis of the in- 
ternal oblique with that of the transversus ab- 
dominis, both of which muscles have a pull es- 
sentially transverse. This is increased by their 
respiratory function and attachment to the chest 
wall. After division there is retraction which 
makes closure difficult ; the sutures, being placed 
in line with the aponeurotic fibers, tend to tear 
out. To this factor is attributed evisceration, 
adhesions and hernia formation. This applies 
particularly to the upper abdomen. I[nterfer- 
ence with the function of the flat abdominal 
muscles causes splinting of the lower thorax 
which predisposes to pulmonary complications. 
Vertical incisions within the borders of the 
recti do not cut across muscle fibers. Those in 
the midline do not sever nerves. However 


those on either side of any length divide nerves 
resulting in muscle atrophy. The greatest ad- 
vantages of the vertical incision are its ease 
of execution, and of extension upwards or 
downwards, giving access to practically the 
whole abdominal cavity. The latter feature is 
of particular value where there is some uncer- 
tainty of diagnosis and the exact exposure re- 
quired. 

As can be judged from the foregoing, the 
essential feature of the transverse incision is 
the division of the posterior sheath in line with 
its fibers. The difficulty is the approach. The 
methods differ in the treatment of the anterior 
rectus sheath ‘and the recti muscles. The sim- 
plest passes transversely through the thickness 
of the abdominal wall at the desired level; 
should it be extended lateral to the rectus, an at- 
tempt is made to separate the fibers of the flat 
muscles. This is simple and quick of execution 
and closure. The ends of the recti muscles 
are prevented from retracting by their attach- 
ment to the anterior sheath and the linea trans- 
versae. The ends of the muscle heal quickly 
and firmly (Lynn and Hull). 


In the method advocated by Sanders the an- 
terior rectus sheath is divided transversely and 
then separated from the underlying muscle up- 
wards and downwards. The recti are then 


easily retracted, permitting transverse division 
of the posterior sheath. The difficult part of 
this operation is separating the anterior sheath 
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without tearing the muscle. Its lateral exten- 
sion is limited, though according to the author, 
exposure is adequate without this. It circum- 
vents transverse division of the recti muscles by 
separating them from their sheath, however 
opening considerable tissue space, a potential 
danger as regards infection. 

While transverse incisions differ in some re- 
spects, they have certain things in common. 
They conform to anatomic and physiologic re- 
quirements by following the course of the ab- 
dominal wall structures, especially as regards 
the flat muscles and the nerves. There is a lack 
of strain on the suture line which promotes 
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healing and minimizes the danger of eviscera- 
tion and hernia. The peritoneal closure is more 
likely to remain intact. They reduce post-op- 
erative pain, especially in the presence of cough 
and nausea. They interfere less with respira- 
tory movements of the lower thorax. If prop- 
erly drained, their healing is not jeopardized in 
infested cases. 

Probably the greatest disadvantage of the 
transverse incision is its limited exposure as 
regards the level in the abdominal cavity. Ac- 
cordingly it is advocated chiefly where the diag- 
nosis and intended operative procedure are def- 
inite and the incision can be made at the level 
indicated. 





WOMAN'S AUXILIARY 


SQUTH CAROLINA MEDICAL ASSOCIATION 





ADVISORY COUNCIL 





Dr. E. A. Hines _- Seneca, S. C. 
Dr. George Bunch __- _._.Columbia, S. C. 
Dr. W. B. Ward. =<. _.Rock Hill, S. C. 
Dr. Roderick MacDonald Rock Hill, S. C. 
Dr. T. A. Pitts : sdesiloibicai Columbia, S. C. 
OFFICERS 
President, Mrs. W. Frank Strait__ = _Rock Hill, S. C. 
President-Elect, Mrs. Jesse O. Wilson____Spartanburg, S. C. 
First Vice President, Mrs. T. R. W. Wilson__Greenville, S. C. 
d Vice President, Mrs. C. C. Ariail Greenville, S. C. 
Recording Secretary, Mrs. David Garvin__Ridge Springs, S. C. 
Corr. Secretary, Mrs. J. L. Bundy__- __Rock Hill, S. C. 
Treasurer, Mrs. T. A. Pitts. ili Columbia, S. C. 
COUNCILLORS 
Mrs. J. C. Brown - ~----..-....---- Walterboro, 8. C. 
Mrs. Riddick Ackerman _.--..----------Batesburg, S. C. 
Mrs. W. L. Pressley _- ae Ce Ue 
Mrs. Henry Heinitsh _________- sscteasipabeata Spartanburg, S. C. 
Mrs. W. R. Blackmon________--_____-_- -Rock Hill, S. C. 
Mrs. C. R. F. Baker_~ sein Sumter, S. C. 
STATE ‘CHAIRMEN 

Student Loan Fund, Mrs. L. O. Mauldin + 8. C. 
Student Loan Fund, Catena, Mrs. C. P. Corn we 
Greenville, S. C. 

Student Loan Fund, “‘Treas., , Mrs. Warren White ___- ie 
_-Greenville, S. C. 

Jane Todd Crawford Mem., Mrs. Riddick Ackerman _- 

_.....Walterboro, S. C. 
Public Relations, “Mrs. H. E. Mason ___- Spartanburg, S. C. 
Publicity, Mrs. Jenkins Mikell_- = _.Columbia, S. C. 
Hygeia, Mrs. W. C. Abel _ _..--------Columbia, S. C. 
Historical, Mrs. H. M. Stuckey __ ona------- eee, &. C. 








Dear Auxiliary Members: 

Now that vacation-time is over, | am look- 
ing forward to a keener interest in Auxiliary 
work. Since the convention in April, | have 
written around eighty letters to Auxiliary mem- 
bers and to southern and national officers. In 
some instances answers were prompt, for which 
I am grateful. Others have not replied at all. 
In this work, each member is responsible for 
the growth and progress of the Auxiliary. 


Therefore, | urge you to answer any communi- 
cations you may receive from your officers so 
that they may better serve you. 

The names of the State officers have been 
placed in the hands of the presidents of each 
Auxiliary. Please contact them for any in- 
formation or help they may be able to give 
you. 

It is that we strengthen present 
Auxiliaries as well as organize new ones, and 
in this we need and plead for the cooperation 
and encouragement of each member. We shall 
welcome any suggestions from you concerning 
either. 

On July 6th, Mrs. J. L. Bundy and I had the 
pleasure of attending the Greenville Auxiliary 
in its mid-summer meeting. Mrs. T. R. W. Wil- 
son, president of the Greenville Auxiliary, 
entertained us at a beautiful luncheon in the 
Poinsett Hotel. Members of the board of the 
Greenville Unit attended the luncheon also, and 
the fellowship and friendly spirit that prevailed 
there, as well as the very informative and in- 
teresting program in the afternoon, were a 
source of great inspiration to me. 


urgent 


| was given the privivlege and pleasure of 
announcing a trophy donated by Mrs. Wilson, 
first vice president, to be awarded to the county 
publicity chairman who compiles the best pub- 
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licity scrap book during the year. Rules gov- 
erning the trophy are: “Best publicity, neat- 
ness, and largest number of articles written.” 
The judges will be Mrs, Jenkins Mikell, State 
Publicity Chairman and one other whom I shall 
appoint. 

There will be a similar trophy awarded for 
the best historical paper written during the 
vear. 1 hope each Auxiliary will compete. In 
planning for the year’s work, and for these 
trophies, let us not forget the Student Loan 
Fund, the real purpose of our Auxiliary. We 
must not fall short of last year’s wonderful 
record. 

May we remember too, that the real object 
of our organization is to assist our husbands 
to promote good health, and to encourage fel- 
lowship and friendliness among doctor’s fami- 
lies. 

Again, | want to pledge my loyalty and per- 
sonal service to each of you. 

Most sincerely yours, 

(Mrs. \W. Frank) Rena Blanton Strait, 

President, Woman's Auxiliary to 

South Carolina Medical Association. 





BOARD MEETS 

The post board meeting of the Executive 
Board of the Auxiliary to the S$. C. Medical 
Association met in the parlor of Greenville 
Woman's College immediately after lunch. 

Mrs. Frank Strait, the newly elected presi- 
dent presided. The following members of the 
Executive Board were present: Mrs. Frank 
Strait, Mrs. L. O. Mauldin, Mrs. Thos. A. 
Pitts, Mrs. T. R. W. Wilson, Mrs. W. R. 
Blackmon, Mrs. Jesse Wilson, Mrs. Buck 
Pressley, Mrs. C. E. Owens, Mrs. Chas. P. 
Corn, and Mrs. W. C. Abel. 

In order that the by-laws be changed to aliow 
an increase of ten cents per member in state 
dues, a Constitutional Committee was appointed 
as follows: Mrs. T. R. W. Wilson, Mrs. 
Thos. A. Pitts, and Mrs. W. C. Abel. 

Mrs. Thos. A. Pitts made the motion, sec- 
onded by Mrs. C. E. Owens, that the president- 
elect assist the first vice-president in the work 
of organization. The motion was carried. 

The treasurer, Mrs. Thos. A. Pitts, requested 
an auditor for the treasurer’s books. That 
Dr. A. F. Burnside of Columbia be appointed, 
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met with the approval of the Board. 

The President introduced two new council- 
lors, Mrs. W. R. Blackmon of Rock Hill, and 
Mrs. Buck Pressley of Due West. 

Mrs. T. R. W. Wilson suggested that each 
Auxiliary raise the extra ten cents per member 
in any way it wishes. 

Mrs. Thos. A. Pitts suggested that the secre- 
tary write each Auxiliary and ask for a dona- 
tion of ten cents per member. 
ordered. Mrs. Pitts also made the motion that 
$25.00 be set aside for the use of the President. 


It was so 


It was carried. 
As there was no other business the meeting 
adjourned. 
Mrs. W.C. Able, Sec. Pro-tem. 





THE RIDGE MEDICAL AUXILIARY 

The Ridge Medical Auxiliary is a wide 
awake organization. ‘The members are active 
and take quite an interest in the plans and 
attend the meetings well. Interesting year 
hooks for the year "36-’37 were arranged by 
Mrs. W. P. Timmerman and Mrs. F. G. Asbill. 
In addition to the music, business and social 
feature the following subjects have been selected 
for study: 

“The Teeth’—Mrs. E. C. Ridgell. 

“Eves—Miss Louise Ballenger. 

“The Indian Medicine Man—His Contribu- 
tion to the Medical Profession”’—Mrs. F. G. 
Asbill. 

“The Divine Physician, His Remedies and 
Cures”—Mrs. W. P. Timmerman. 

“Women Physicians’—The Misses Waters. 

At the June meeting Mrs. Ridgell read the 
paper on Teeth. At this meeting the Auxiliary 
decided to arrange a Medicinal plant scrap book. 
In addition to some local visitors Mrs. Webb 
of Wagener was present. 

At the August meeting Miss Louise Ballenger 
read a paper on Eyes. Mrs. Timmerman ex- 
hibited a stalk of Poke and gave a talk on the 
Poke plant. She told about Dr. Norwood of 
Cokesbury who discovered the medical quali- 
ties of Veratrum Viride made from the Poke 
root. At this well attended meeting the follow- 
ing visitors were welcomed; Mrs. Malcolm 
Mostellar, Mrs. A. H. Johnson of Columbia, 





Mrs. Carroll Brown, Jr., of Walterboro and 
Mrs. R. M. Street of Edgefield. 
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NEWS ITEMS 





Dr. O. D. Garvin of Ridgespring, S. C. has 
been appointed public health director for the 
district comprising the counties of McCormick, 
Edgefield and Saluda, subject to confirmation 
of the Executive Committee of the State Board 
of Health. Doctor Garvin, who succeeds Dr. 
Goodman Bare recently transferred to Ander- 
son County, is an alumnus of the University of 
South Carolina, South Carolina Medical Col- 
lege and served as interne at the Columbia 
Hospital. 


Dr. S. A. Ezell, 64, practicing physician of 
Lancaster, S. C. died in a Rock Hill hospital 
Wednesday, September 23, after a brief illness. 
He is survived by his widow; one daughter, 
Mrs. Richland Sowell, two sons, Fred and Mack 
Ezell; a sister and four brothers. Dr. Ezell 
was a member of the Lancaster County Medi- 
cal Society and the South Carolina Medical 
Association. 


On September 11 under the direction of Dr. 
lee Milford, Resident Surgeon at Clemson 
College, about six hundred freshmen were given 
the benefit of a thorough physical examination 
by physicians and dentists. 
scians participating were Drs. John Martin, 
l.. J. Bristow, H. M. Daniel, G. S. Clinkscales, 
T. R. Gaines of Anderson; Dr. J. L. Sanders 
of Greenville; Dr. J. N. Webb and Dr. FE. A. 
Hines of Seneca. 


Among the phy- 


Dr. J. 1. Waring, Assistant Editor of the 
Journal of the South Carolina Medical Asso- 
ciation, visited the Headquarters offices of the 
Association and Journal, Thursday, Septem- 
ber 10. He addressed the Rotary Club and on 
the afternoon of the same day delivered a lec- 
ture on Infant Feeding at the Piedmont Post 
Graduate Clinical Assembly, Anderson, S. C. 


Dr. R. M. Pollitzer of Greenville, Associate 
Editor of the Journal, Department of Pedia- 
trics, visited the Headjuarters offices of the 
Association and Journal recently in connection 
with his duties as a member of the Staff of 
Specialists holding maternity and child welfare 
clinics in Oconee County. 





Dr. D. S. Asbill, of Columbia, has been in 
New York where he took a course at the Amer- 
ican Academy of Ophthalmology and Otolaryn- 
gology. 


Dr. G. S. T. Peeples, formerly Georgetown 
County Health officer, left September 26 for 
Harvard to take a nine months course leading 
to a certificate in public health. 


Dr. Leo Hall was honored on his birthday 
Thursday evening, September 24, with a sur- 
prise party given at their home. About 30 
guests called and spent an enjoyable evening 
dancing, after which refreshments were served 
by Mrs. Rembert Smith, Mrs. H. F. Stevenson 
and Mrs. Hall. Doctor Hall is Assistant Supt. 
of the South Carolina Sanatorium. 


Dr. Malcom Mosteller of Columbia has gone 
to Johns Hopkins Hospital for a course of 
study. 


A pediatrician and public health worker, Dr. 
Hilla Sheriff of Spartanburg, has been awarded 
a scholarship at Harvard University. 


Many friends over the state will be enterest- 
el to hear of the marriage of Miss Clara Rav- 
enel, daughter of Mrs. A. G. Barnwell Bennett, 
to Dr. D. Lesesne Smith, Jr. of Spartanburg. 
The wedding took place in St. Timothy‘s Epis- 
copal church, Spartanburg, S. C., October 2, 
1930. 


The Sanatorium Committee of the State 
Board of Health will meet soon to determine 
what improvements in the line of buildings will 
he made at the South Carolina Tuberculosis 
Sanatorium $250,000 made available 
through a bond issued authorized by the Legis- 
lature at its last session. 

The Committee will meet with the architect, 
J. B. Urquhart, who made preliminary plans 
for the completion of the sanatorium building 
project, which originally was to have been 
financed with combined state and federal funds. 
The application for a grant for funds to match 
the state funds is still before the public works 


with 
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and health officials are still 
hopeful that it will be approved and make pos- 
sible the carrying out of the complete project. 
Otherwise it was explained, the state funds will 
be used to such other buildings at the hospi- 
tal as is possible under the limitation. Already 
one buliding is being constructed with a $65,000 
allotment made by the federal government. It 
is now in the plastering stage. 


administration, 


The Committee is composed of Dr. George 
Dick of Sumter, Dr. William R. Wallace of 
Chester and Dr. D. Lesesne Smith, Sr., of 
Spartanburg. 


On Monday morning, August 24, ground was 
broken for the new Oconee County Hospital. 
The site was donated by Dr. W. R. Doyle and 
includes six acres located in the fork of the 
roads leading to Walhalla and Westminster 
about a mile from the city limits of Seneca. 
With shovels and picks in hand the following 
men were present and participated in the brief 
official ceremony: J. L. Lowery, Mayor of 
the Town of Seneca; Dr. E. A. Hines, Secre- 
tary Oconee County Medical Society; Mr. J. C. 
Duncan, Supervising Engineer for Oconee 
County; Mr. B. H. Gambrell, Assistant Super- 
vising Engineer; Mr. B. B. Lawrence; Mr. 
Frank Hunt; Mr. T. B. Jones; Mr. Carl 
Blackwell; and Mr. Sloan Davis, Foreman of 
the WPA force and about fifty men. 

This hospital is a WPA project and when 
completed will cost about fifty or sixty thou- 
sand dollars. 


The Council of the South Carolina Medical 
Association met in Columbia, August 27, with 
the following members present; Dr. R. C. 
Bruce, President; Dr. J. R. DesPortes, Chair- 
man; Dr. J. H. Cannon; Dr. T. A. Pitts; Dr. 
W. L. Pressly; Dr. Hugh Smith and Dr. E. A. 
Hines, Secretary. This was a joint meeting 
with a special committee from the South Caro- 
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lina Hospital Association to consider some 
plan of hospital care for South Carolina. 
Special committees from both bodies were ap- 
pointed to study the matter and report at a 
later date. Representing the Council will be 
Dr. T. A. Pitts of Columbia; Dr. J. H. Can- 
non of Charleston and Dr. E. A. Hines of 
Seneca. 


LETTER FROM SOUTH CAROLINA 
INDUSTRIAL COMMISSION 


August 26, 1936 
Dr. Roger G. Doughty, 
Chairman Workmen’s Compensation Commit- 
tee, 
Columbia, S. C. 
Dear Dr. Doughty : 

After discussing with you and your Com- 
mittee the practicability of changing our pres- 
ent method of handling for approval medical 
bills of one hundred dollars ($100.00) or less, 
this is to advise that the Commission has de- 
cided that effective September Ist, 1936, we 
will put into operation the plan whereby all 
medical bills of one hundred dollars ($100.00) 
or less shall stand approved unless protested 
by an interested party. All medical bills above 
one hundred dollars ($100.00) will be handled 
by the Commission as in the past. 

By way of explanation I wish to advise that 
this plan applies to each distinct medical charge 
in a case rather than to an aggregate amount 
of medical items in the sum or more than one 
hundred dollars ($100.00). 

| want to take this opportunity to thank you 
and your Committee for the splendid coopera- 
tion and help you have given the Industrial 
Commission in working out a plan that would 
he satisfactory to all parties concerned. 

Very truly yours, 
South Carolina Industrial Commission. 
John H. Dukes, Chairman. 


JHD-c 
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BOOK REVIEWS 





ENDOCRINOLOGY IN MODERN PRACTICE: 


By William Wolf, M.D., M.S., Ph.D. 1018 pages 
with 252 illustrations. Philadelphia and London: 
W. B. Saunders Company, 1936. Cloth, $10.00 net. 
This is the most unusual book we have seen on 
the subject from many standpoints. First of all 
it has the advantage of being a monograph but the 
author has taken advantage of suggestions from 
some of the ablest authorities in the world and of 
course has approached his labors after an exhaus- 
tive search of the literature. The field of course is 
a fertile one for further investigation but promises 
important developments in the near future. The 
author has endeavored to present the subject mat- 
ter from a simple standpoint and in doing so 
takes up the endocrine glands one by one as is 
shown by the study of the pituitary gland in 
Chapter II. under the following headings: 
Anatomy 
Embryology 
Histology 
Biology 
Physiology 
Anterior Lobe 
Posterior Lobe and Pars Intermedia 
Diseases of the Pituitary Gland 
Infantilism 
Mongolism 
Dwarfism 
Frohlich’s Syndrome (Dystrophia Adiposo- 
Genitalis). 
Dercum’s Disease 
Schuller-Christian Syndrome 
Simmonds’ Disease 
Laurence-Bisedl Syndrome 
Gigantism 
Acromegaly 
Diabetes Insipidus 
Pituitary Obesity 
Basophile Adenoma of the Pituitary (Cush- 
ing’s Syndrome). 
Pituitary Tumors 
Pituitary Epilepsy 
Summary 
A somewhat similar treatment of each gland or 
simple combination of glands follows throughout 
the book. As a result of these studies a very 
worthy effort has been made to draw conclusions 
that will be helpful to the practitioner of medicine. 
There are chapters on symptomatology and on 
laboratory findings. There is a very good discus- 
sion of therapeutics. There is is an excellent 
chapter on diseases of children. 





THE EYE AND ITS DISEASES: By 82 Interna- 


tional Authorities. Edited by Conrad Berens, 
M.D., Ophthalmic Surgeon, Pathologist and Di- 
rector of Research, New York Eye and Ear In- 


firmary; Special Consulting Ophthalmologist, 
Woman’s Hospital; Consulting Ophthalmologist. 
Veteran’s Administration Facility, New York; 
Lecturer in Ophthalmology, New York Eye and 
Ear Infirmary; Member of American Board of 
Ophthalmology ; Member of the Society of Sur- 
geons of Paris; Lieutenant-Colonel, M.R.C., U.S. 
Army. 1254 pages with 436 illustrations, some in 
colors. Philadelphia and London: W.B. Saun- 
ders Company, 1936. Cloth, $12.00 net. 

Our Associate Editor, Dr. J. F. Townsend of 
Charleston, S. C. in his Department of the Eye, 
Ear, Nose and Throat for August commented on 
this new book as follows: 

“The Eye and Its Diseases, by Berens (Saun- 
ders) is one of the outstanding books on its sub- 
ject. Those who are familiar with the Text Book 
of Ophthalmology, by Fuch, will realize the wealth 
of real knowledge Dr. Beren’s book contains when 
I say that it is like Fuch’s Text-book of Oph- 
thalmology, made up to date. It has incorporated 
in it the results of modern investigators and 
thoughts. I think that it would be impossible to 
summarize it but I may try to do so sometime. 
Those who have read Fuch’s Textbook of Oph- 
thalmology will know what I mean when I com- 
pare Dr. Beren’s book with it. Those who have 
not read Fuch’s Textbook of Ophthalmology will 
find it of interest to do, or better, to get Dr. Beren’s 
book.” 

This is a book of twelve hundred and fifty four 
pages and is the product of a large number of 
collaborators not only of this country but of pro- 
fessors in many of the institutions abroad. It 
starts off as is eminently wise with the history of 
ophathalmology for the history of this first great 
specialty is of the keenest interest to all medical 
men. Then follows in admirable order a discus- 
sion of the anatomy of the orbit, the eye ball and 
its adnexa with several other chapters on anatomi- 
cal land marks in both human and comparative 
anatomy. The physiology too has not been neg- 
lected. Then the patient steps into the office of the 
practitioner and since the book is written for the 
general practitioner as well as the student and 
specialist it is important that a clear cut routine be 
followed on the part of the doctor. This has 
been well done. In the following chapters of the 
book it would appear that practically every phase 
of ophthalmology has been considered. There are 
many admirable illustrations throughout the 
volume. 





SURGICAL CLINICS OF NORTH AMERICA: 


Issued serially, one number every other month. 
Volume 16, Number 3. New York Number— 
June 1636. 277 pages with 79 illustrations. Per 
Clinic year February 1936 to December 1936. 
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Paper. $12.00; Cloth, $16.00 net. Philadelphia 
and London: W. B. Saunders Company, 1936. 

These clinics have become more and more prac- 
ticable for the Surgeon as well as the general 
practitioner. This number is representative of 
the best surgical practice in the hospitals of New 
York City. There is an interesting chapter by 
Farnum on cardiac disorders in surgical patients. 
The question of the anesthetist, his experience and 
his skill is mentioned and then what are the 
anesthetic agents of choice of the large number 
now available. He says this about the subject. 
Open drop ether is, I think. the safest anesthetic 
with previous sedation. He does not approve of 
spinal anesthesia in these cases and states that 
gas anesthesia has its objections. On the whole 
the author of this article believes that the cardiac 
deaths have probably been over emphasized and 
that there is a considerable field of safety in 
operating on these patients. He warns against 
the menace of cardiac death in the unknown car- 
diac risks. 

Dudley at Bellevue appeals for the Murphy but- 
ton in certain cases rather than suture anastomosis. 

Potter of Bellevue writes well on the common 
infections of the hand. 

There are many other practical chapters in this 
volume. 





THE AMERICAN MEDICAL PROFESSION 


1783 to 1850. By Henry Burnell Shafer, Ph.D., 
New York, Columbia University Press, London: 
P. S. King & Son, Ltd., 1936, Price $3.25. 

This brief study of the American medical pro- 
fession during the years from 1783 to 1850 serves 
a two-fold purpose. It covers a period which has 
been neglected by writers on medical history. 
There is also the sudden discovery of the anesthetic 
use of ether, followed by the whole medical revolu- 
tion. Obviously, during these years the founda- 
tions of this revolution were laid. What were 
they? They were the application of the scientific 
spirit to medicine, the extension of medical edu- 
cation. the development of societies and medical 
literature and the arousing of an interest in medi- 
cine. A thorough study of the transition of medi- 
cine, in America, from colonial to modern practices 
is attempted in this volume. 

Besides its usefulness and interest to the medical 
profession the book supplies the background of 
social history insofar as medicine is concerned. It 
gives the social historian an account of medical 
activity in the United States during a period for 
which there is little secondary material. The em 
phasis upon the United States, excluding European 
activities unless they affected American develop- 
ment. should be of especial value to the historian 
of American culture. 

The table of contents indicates the transition 
years of American medicine: 1. American Medi- 
cine at the Close of the Eighteenth Century; 2. 
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Medical Education; 3. Medical Education: Studies 
and Problems; 4. The Practice of Physick; 5. 
Medical Ethics and Fees; 6. Medical Literature; 
7. Medical Regulations and Societies; 8. Develop- 
ments in American Medicine; Bibliographical 
Note; Index. 





BEWILDERED PATIENT. By Marian S. New- 
comer, M.D., Boston, New York, Hale, Cushman 
& Flint, Publishers, 857 Boylston Street, Boston. 

This book is an effort to interpret many of the 
important developments of modern medicine to the 
layman. The contents are as follows: 

1. Land of Bewilderment 
Il. More Than Unaided Eyes Can see 
III. Resistance to Disease 
IV. Your Dynamic Self 
V. Tiny Things That Changed Man’s World 
VI. Planning The Family Nutrition 
VII. Creative Instincts And The Sex Cycle 
VIII. Inklings Of Your Intangible Self 
IX. What A Physician Can Do For You and 
Your Family 
X. Choosing A Physician 
XI. Consultation And Cooperation 
XII. A Complete Physical Examination 
XIII. Playing Fair And Square With The 
Medical Profession 
XIV. Medical Costs To The Average Family 
XV. Home Care of The Sick 
XVI. Keeping Fit 
XVII. Meet Emergency And How 
XVIII. Alarming Accidents 
Appendix 
Medical Terms And What They Mean 
Your Medicine Cabinet 





IMMUNOLOGY. By Noble Pierce Sherwood, 
Ph.D., M.D., Professor of Bacteriology, Univer- 
sity of Kansas, and Pathologist to the Lawrence 
Memorial Hospital, Lawrence, Kansas, Illustrated, 
St. Louis, The C. V. Mosby Company, 1935. 

This book was written primarily for students in 
medical schools and laboratories and is to be 
supplemented by laboratory experiments. Even 
so the busy practitioner will find here much infor- 
mation valuable in his practice. It is a book of 
six hundred and eight pages and many good illus- 
trations. The whole subject of immunology is a 
fascinating one and challenges the progressive 
scientific mind. There is much yet to be learned 
and even much to be unlearned in this field. The 
author is a teacher of extensive experience. 





EXAMINATION OF THE PATIENT AND 
SYMPTOMATIC DIAGNOSIS. By John Watts 
Murray, M.D., With Two Hundred Seventy-Four 
Illustrations, Second Edition, Price $10.00, St. 
Louis, The C. V. Mosby Company, 1936. 

Most physicians develop a more or less routine 
in the examination of their patients. Some have 
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simple methods and others very complicated pro- 
cedures. Somewhere between the two extremes 
there is probably a satisfactory working program. 
Books are helpful but every patient is a new prob- 
lem and absolute routine must be deviated from 
very often in order that the patient may have the 
benefit of an individual diagnosis. It is generally 
conceded by the ablest clinicians that a properly 
taken history is of paramount importance. The 
author of this book has carefully considered this 
phase of examination of the patient. This is quite 
an extensive write up of the whole subject. There 
are twelve hundred and nineteen pages. The book 
first appeared in 1926 and this second edition there- 
fore comes out after ten years. In a decade not 
so many epoch making advances occur in medicine 
yet there are always a few of importance. This 
fact has given the author the opportunity to add 
most of the newer methods of examining the pa- 
tient. It is a good book to have on one’s desk for 
frequent reference. 





ARTHRITIS AND RHEUMATIC DISEASE. By 


Maurice F. Lautman, M.D., Consultant to the 
United States Public Health Service Clinic and 
Director of the Department for the Study of 
Arthritis, Levi Memorial Hospital, Hot Springs, 
Arkansas, With a Foreword By Morris Fishbein, 
M.D., Editor, Journal of the American Medical 
Association. New York, Whittlesey House, Lon- 
don, McGraw- Book Company, Inc., 330 West 42nd 
Street, New York, N. Y. Price $2.00. 

This is a new book just off the press September 
1. It is the second volume of a series published 
for the information of the layman. Dr. Morris 
Fishbein, Editor of the Journal of the A. M. A. 
writes the introduction. The basic idea of the 
book is to offer an optimistic viewpoint to the lay- 
man in regard to arthritis to displace the rather 
common view that little hope is available for one 
who is unfortunate enough to suffer from this 
disease. The author is in position to have the 
benefit of a large experience at Hot Springs and 
therefore his book is authoritative. The volume 
is a reflection in part of vast studies taking place 
in this country and abroad about all phases of 
rheumatism. It would appear that we are nearer 
to a solution of some of the causes of these dis- 
abilities than ever before. It is indeed a com- 
fort to know that multitudes of people suffering 
from rheumatic disorders do get symptomatically 
well. To bring about this happy issue we may not 
yet depend on any specific medication one hundred 
per cent. It is still necessary according to the 
author to resort in large measure to rest, proper 
diet, proper exercise, in short a hygienic life to 
get the best results. True there are many forms 
of treatment of great value but for the most part 
they are simple in application. The exceptional 


case will tax the ingenuity of the greatest physi- 
cians of the world. This is the most sensible book 
we have seen to put into the hands of the layman 
for his instruction in regard to the particular 
malady under consideration. 





PROGRAM SEVENTH DISTRICT MED- 
ICAL ASSOCIATION, KINGSTREE, 
5. C., SEPTEMBER 17, 1936 


Invocation. 

1. Medical Economics. By Dr. R. C. Bruce, 
President South Carolina Medical Asso., Green- 
ville, S.C. 

2. Double Ureters as a Complication in Other 
Medical and Surgical Conditions; With Illus- 
trative Reports of Four Cases. By Dr. P. E. 
Huth, Sumter, S. C. 

3. The Non-Specific Treatment of Allergic 
Diseases. By Dr. Hal McC. Davison, Atlanta, 
Ga. 

+. Pyleo-Cystitis Complicating Pregnancy 
(With Lantern Slides). By Dr. Hamilton Mc- 
Kay, Charlotte, N. C. 

5. The Basis of Prognosis and Treatment in 
Hypertensive Diseases. By Dr. Robert Wil- 
son, Charleston, S. C. 

6. The Surgical Treatment of Pulmonary 
Tuberculosis. By Dr. Frank K. Boland, At- 
lanta, Georgia. 

7. X-Ray Diagnosis in Diseases of the Colon. 
By Dr. M. E. Parris, Sumter, S. C. 

8. The Exaltation of Symptoms. By Dr. 
(). D. Baxter, Charlotte, N. C. 

9. Maternal Mortality. By Dr. Robert E. 
Seibels, Columbia, S. C. 

10. Report of Clinical Cases. 

Dr. E. T. Kelley, President, Kingstree, S. C. 

Dr. Carl B. Epps, Secretary-Treasurer, 
Sumter, S. C. 


* ‘ 
The Tulane University of Louisiana 
Graduate School of Medicine 


Postgraduate instruction offered in all branches of 
medicine. Special courses are offered in certain sub- 
jects. Courses leading to a higher degree also are 
given. 

A bulletin furnishing detailed informati 
obtained upon application to the ne 


Dean, Graduate School of Medici 
1430 Tulane Avenue, New Ocleana, La. 
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NEWS 


Mr. H. H. McGill, Superintendent of the Co- 
lumbia Hospital, announced October 4 that three 
new internes, all graduates of the University of 
Tennessee Medical School, had been added to 
the Staff of the hospital. They assumed their 
new duties October 1. 

Mr. Gill explained that the hospital, in order 
to have always a group of experienced internes 
on the staff, had adopted the policy of taking 
three internes in July and three more in Octo- 
ber. During the summer, two junior medical 
students assisted the three internes who assumed 
their duties on July 1. 

The new internes are Dr. Eva Linn Meloan, 
of Memphis, Tenn.; Dr. Charles $. Heron, of 
Chattanooga, Tenn.; and Dr. Samuel L. Ap- 
plebaum, of Birmingham, Ala. They, with 
Dr. H. F. Hall, Jr., Dr. Carl S. MeMilan, and 
Dr. C. A. Glenn now make up the staff. 

Doctor Meloan is the first woman interne to 
train at a hospital in Columbia in a number 
of years. 


Sept. 28, 1936. 
To the Editor Journal S$. C. Medical Asso. 

The Scientific Committee of the Georgia 
Pediatric Society is again ready to announce 
the program for the coming meeting in Atlanta 
to be held December 10, 1936. As in the past, 
we have been very fortunate in securing speak- 
ers who are known nationally to the medical 
profession. 

This year papers will be read in the afternoon 
and evening sessions by: 

1. Dr. John A. Toomey, Associate Professor 
in Pediatrics at Western Reserve University, 
Cleveland. Dr. Toomey is well known for his 
studies in contagious diseases. 

2. Dr. Julius H. Hess, Professor and Head of 
the Department of Pediatrics, University of 
Illinois College of Medicine. Dr. Hess is the 
author of many books and has made a special 
study of the care of prematurely born infants. 

3. Dr. Henry Helmholz, Head of the De- 
partment of Pediatrics of Mayo Clinic. Dr. 
Helmholz’s work on urinary infections in chil- 
dren is well known and he will describe “The 
Use of Mandelio Acid in the Treatment of 
Urinary Infections.” 


4. Dr. W. A. Mulherin of Augusta, assisted 


ITEMS 


by Dr. Alfred Walker of Birmingham and Dr. 
Lesesne Smith of Spartanburg. 

From this short notice you may be assured 
that an excellent scientific program will be pre- 
sented in Atlanta, December 10. 

Scientific Committee of the Georgia Pediatric 
Society : 

W. W. Anderson, M.D., 

W. L. Funkhouser, M.D., 

M. Hines Roberts, M.D., 

Joseph Yampolsky, M.D., 
Chairman. 


September 15, 1936. 
Editor, Journal of South Carolina Medical 

Association, Seneca, South Carolina. 

On October 15th, 16th and 17th, 1936, we 
are giving at Duke Hospital a Post Graduate 
Course on Diseases of the Heart, Circulation 
and Kidney similar to the one given last year 
on Diseases of the Gastro-intestinal Tract. 
Even though we sent out three thousand invita- 
tions last year, there were many physicians who 
reported that they would like to have attended 
the course but did not receive notice of it. 

| am writing to inquire if you will publish in 
the October issue of your Journal a notice of 
the course this year extending a cordial invita- 
tion to all physicians in your section to be pres- 
ent at the meeting. 

The following is a list of the speakers who 
will participate in the program: Dr. W. T. 
Longcope of Baltimore, Md.; Dr. Stewart 
Roberts of Atlanta, Ga.; Dr. Soma Weiss, of 
Boston, Mass.; Dr. William Porter of Rich- 
mond, Va.; Dr. Edwin Wood of Charlottesville, 
Va.; Dr. Frank N. Wilson of Ann Arbor, 
Mich.; Dr. Herman L. Blumgart of Boston, 
Mass.; Dr. Charles C. Wolferth of Philadel- 
phia, Penn.; Dr. Claude Beck of Cleveland, 
Ohio; Dr. James C. White of Boston, Mass. ; 
Dr. Mont Reid of Cincinnati, Ohio; Dr. Carl J. 
Wiggers of Cleveland, Ohio; Dr. William deB. 
MacNider of Chapel Hill, N. C.; Dr. Hugh 
Young of Baltimore, Md.; Dr. W. F. Braasch 
of Rochester, Minn.; and Dr. Louis Hamman 
of Baltimore, Md. 

Thanking you very much for your courtesy, 
I am Sincerely yours, 

Edward S. Orgain, M.D. 





